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Universal access to antiretroviral treatment (ART) in Chad was officially declared in December 2006. This presidential
initiative was and is still funded 100% by the country’s budget and external donors’ financial support. Many factors
have triggered the spread of AIDS. Some of these factors include the existence of norms and beliefs that create or
increase exposure, the low-level education that precludes access to health information, social unrest, and
population migration to areas of high economic opportunities and gender-based discrimination. Social forces that
influence the distribution of dimensions of well-being and shape risks for infection also determine the persistence
of access barriers to ART. The universal access policy is quite revolutionary but should be informed by the systemic
barriers to access so as to promote equity. It is not enough to distribute ARVs and provide health services when
health systems are poorly organized and managed. Comprehensive access to ART raises many organizational,
ethical and policy problems that need to be solved to achieve equity in access. This paper argues that the
persistence of access barriers is due to weak health systems and a poor public health leadership. AIDS has
challenged health systems in a manner that is essentially different from other health problems.Introduction
Universal access to antiretroviral treatment (ART) in
Chad was officially declared in December 2006. This
presidential initiative was and is still funded 100% by the
country’s budget and external donors’ financial support.
Through this major initiative, the government provides
free access to first and even second line antiretroviral
drugs (ARVs) as well as treatment for opportunistic dis-
eases to people living with HIV (PLWH). The universal
access package also includes measures and programs to
prevent HIV infection in the general population. In spite
of this bold move towards ensuring significant reduction
in HIV incidence, access to ART is unevenly distributed.
Children, women, people living in hard-to-reach areas,
and stigmatized PLWH do not always have sufficient ac-
cess to ART. Persistence of access barriers challenges* Correspondence: maishaze@yahoo.com
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distribution, and reproduction in any mediumjustice-minded individuals to question the way social
structures distribute dimensions of well-being. Based on
Madison Powers’ and Ruth Faden’s understanding of
justice as well-being [1], this paper argues that the lim-
ited success of the universal access policy in Chad re-
sults from the insufficient inclusion of issues related to
people’s overall well-being.
Most people who do not have access to ART lack im-
portant dimensions of well-being which are often distrib-
uted by social institutions. These dimensions of well-being
include respect for their human worth, freedom from
want, health, ability to avoid preventable death, access to
life-saving information, and participation. When segre-
gated by region, age and sex, HIV/AIDS epidemiological
data show that the lack of dimensions of well-being deter-
mines the likelihood to have access to treatment. The suc-
cess of the universal access policy is impaired by social
inequities coupled with factors such as fragmented health
systems and poor public health leadership. Within such a
poorly organized a social system, ART access is often con-entral Ltd. This is an Open Access article distributed under the terms of the
/creativecommons.org/licenses/by/2.0), which permits unrestricted use,
, provided the original work is properly cited.
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policy within the contexts of both development policy and
the need for reshaping health systems will ensure that the
social roots of ART inaccessibility and of health systems’
shortcomings can be identified and addressed. The fight
against HIV and AIDS cannot be separated from other
spheres of social life [2].
Method
This paper is a systematic review of HIV and AIDS epi-
demiology data collected in Chad by UNAIDS in 2009,
the National AIDS Council in 2010 [3,4] and the Minis-
try of Public Health (MPH) in 2007 [5]. The evidentiary
bases of the claims made in the paper are borrowed
from all the aforementioned studies and from the 2009
Draft of Annual Health Statistics produced by the MPH
[6]. The studies reviewed in this paper are pioneering re-
search done with limited bibliographic resources and
empirical data. In spite of these limitations, the quality
of the epidemiological claims contained in these studies
gives the accurate picture of the HIV pandemic in Chad.
Unlike Sen’s capability approach, which tends to be ap-
pealing but remains too broad to be concrete [7], the
ethical framework through which epidemiological data is
analyzed presents health justice from the Aristotelian
perspective as well-being. This framework is borrowed
from the book of Madison Powers’ and Ruth Faden, So-
cial Justice: The Moral Foundations of Public Health
and Health Policy [1]. Powers and Faden believe that, in
a just society, there are essential dimensions of well-
being that people should normally have in order to live a
decent life and to avoid unnecessary suffering [1]. We
use their approach to examine and to understand bar-
riers to ART as raising issues of justice.
Epidemiological data
The 2005 sero-prevalence survey showed that HIV
prevalence was estimated at 3.3% in the entire country.
The prevalence was higher in urban (7%) compared to
rural (2.3%) populations. The distribution of this data by
age was 1.9% in the under 25 age group, 4.6% in the 25–
29 age group and 3% in those aged 45–49 [3]. In the
male population those in the 25–29 age groups are most
affected (3.5%). In the female group, those in the 25 to
29 and 30 to 34 age groups are the most affected (5.6%)
[5]. The prevalence was higher among women (4.0%)
than among men (2.65%) [5]. HIV infection affects dis-
proportionately young urban women aged 25 to 34 more
than any other group. Young adults (25–34) represented
the age group with the highest vulnerability [5]. Incident
cases within this population are 2 to 3% higher than in
any other group. Targeting this group for prevention and
treatment preferences is a good strategy for reducing
HIV incidence and prevalence in the overall population.Many factors have triggered the spread of AIDS. Some
of these factors include the existence of customary norms
and beliefs that create or increase exposure especially
among women, the low-level education that precludes ac-
cess to health information, social unrest, and population
migration to areas of high economic opportunities [4].
Most-at-risk-population groups
The most-at-risk-population groups (MARPS) include
sex workers, women, young people and refugees. The
2010 UNAIDS survey showed that HIV prevalence in
vulnerable groups was higher than in the ordinary popu-
lation. The prevalence in Bol, the main city of the Lake
region, in pregnant women increased from 5% in 2002
to 9.5% in 2009, while prevalence among pregnant
women in Abéché significantly decreased from 3.9 to
2.5% during the same period [3]. Sex workers constitute
the most vulnerable group that requires special atten-
tion. The proportion of urban HIV-infected sex workers
is quite high: Kélo (27.5%), Léré (22.6%) and N’Djaména
(25.5%) [4]. The distribution of HIV according to age
within this vulnerable group is estimated at 13.7% in the
30–34 age group and 22% in the 20–24 age group [4].
The proportion of HIV-infected women is high com-
pared to that of men. Women represent 65% of PLWH.
The risk of mother-to-child transmission (MTCT) re-
mains high due to limited access to antenatal care. The
likelihood is even greater when we know that the inte-
gration of prevention of mother-to-child transmission
(PMTCT) to antenatal care is still in its infancy [3].
The results of the same survey showed that important
socioeconomic and cultural dynamics determine risk
differentials between population groups. In the cosmo-
politan city of N’Djamena, HIV prevalence is estimated
at 8.3%. In the Logone Occidental/Logone Oriental/
Tandjilé axis, where there are intense economic activities
due the flux of money coming from oil drilling, HIV
prevalence (6.4%) is two times higher than the national
average. In the Lake region, where there is an intense
fishing activity, HIV prevalence is estimated at 8.3% in
the general population. These regions are meeting points
of people coming from all over the country and from
neighboring countries. People from other regions of the
country and citizens from neighboring countries migrate
to regions of high economic activities or places of inten-
sive fishing, leaving their families behind. Migration of
sexually active adults in search of labor is known to be a
factor that increases the risk of HIV infection. The
spread of the virus also follows the path of civil wars,
the circuits of labor migrants, and the flight of refugees.
Universal access to ART and barriers to access
Availability of ARVs has significantly improved the prog-
nosis of PLWH through procedures that help control
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tem function, and extend life. Besides having a positive
impact on the quality of life, the treatment is also a pos-
sible preventive measure because it reduces viral load
which, in turn, reduces the risk of HIV transmission.
However, this does not mean that increased treatment
coverage should be considered as a substitute for other
preventive measures that have been proven to work in
reducing new HIV infections. Thus, increased efforts to
boost treatment coverage should divert attention from
other areas of HIV and AIDS work. Possible efforts to
roll out large-scale treatment interventions that would
immediately treat HIV-positive individuals is unlikely to
do so due to drug resistance, side effects of drugs, and
need for patient consent.
Many African countries have been providing free first-
line ART to PLWH since 2004. Since 2007, ARVs are
freely given to eligible PLWH in Chad. The universal
availability of ART has improved treatment access. The
number of patients on ARVs increased from 7,215 in
2007 to 32, 832 in 2011 against 97,196 PLWH who actu-
ally need to be on ARVs [5]. The proportion of PLWH
on ARVs represents 33% coverage of people eligible
for treatment. The MARPs are identified as a priority
target for the HIV/AIDS response.
The disease itself carries a stigma which affects
infected individuals’ social status. In order to avoid being
discriminated against, PLWH refrain from seeking treat-
ment or hide their status from their relatives. Stigma
and discrimination influence access to ART. Socio-
cultural and geographic factors, as well as the weak-
nesses of health systems, also represent important bar-
riers to access to preventive and curative health services,
especially in remote regions. The epidemic is central to
the topic of inequality. Not only is HIV-risk perception
quite low, but also information that provides individuals
with the knowledge of how to access health services is
still not available to many people [3]. The chance to sur-
vive with an HIV infection is not spread evenly. It is de-
termined by cultural, political, economic, geographic and
political factors.
Justice as well-being
Access to ART raises many organizational, ethical and
policy problems. Social forces that influence the distribu-
tion of dimensions of well-being [1] also determine the
persistence of access barriers. ART accessibility raises is-
sues of social justice with regard to the challenge of en-
suring that the treatment or preventive intervention
reaches everyone in need. Equitable access is achieved
when every individual has equal probability of receiving
ART regardless of their social affiliation. Knowing the
negative consequences of AIDS, nothing less can satisfy
genuine human sensitivity and the human conscience.Madison Powers and Ruth Faden have developed a
non-ideal theory, because inequality of any sort provides
a real world context to address issues of justice. Their
approach to justice goes beyond mere access to basic
goods to include the overall well-being of people in so-
cial communities and groups. Powers’ and Faden’s ap-
proach is concerned with human flourishing, which can
be understood as including many dimensions, each of
which represents something of independent moral sig-
nificance [1]. Distributive principles cannot ensure ac-
cess to ART in isolation from the social context of HIV
infection. Access barriers denote the lack of one or many
dimensions of well-being. Far from focusing solely on in-
dividuals, this approach to justice places MARPs and
PLWH, and how they are doing, at the heart of health
policy. The realm of social policy is an important means
within which broad solutions to access can be found.
Hence, the question of justice does not come to us from
examining an individual’s behavior but by questioning
social institutions’ ability to create conditions conducive
to well-being [1].
Justice requires that society provide every citizen, in
one way or another, with the possibility of having a suffi-
cient amount of each of the essential dimensions of
well-being. Our commitment to justice attaches a special
moral urgency to remediating the conditions of those
who are more vulnerable in our society. Each dimension
of well-being provides prisms through which the justice
of political structures, social practices and individual be-
havior can be understood and assessed. Our approach to
“justice captures what we believe are the twin moral im-
pulses that animate public health: to improve human
well-being by improving health and related dimensions
of well-being (positive aim of public health) and to do so
in particular by focusing on the needs of those who are
the most disadvantaged [1].” We, then, reject any at-
tempt to separate spheres of justice as if we can talk
about the universal access policy in Chad without talking
about the socioeconomic conditions and the socio-
cultural practices that make access possible or not [3].
The lack of some dimensions of well-being prevents
many people from having what is needed to avoid infec-
tion and death. Those who were already marginalized by
social forces find it hard to have proper access to ART.
Powers and Faden astutely assert that “the disadvantages
associated with inequalities in the social basis of well-
being in all of its dimensions are various, they often
travel in tandem, and they can mutually reinforce and
perpetuate one another. In turn, they can and often do
affect a whole range of dimensions of well-being [1].” The
most important dimensions of justice which are instru-
mental for accessing ART include the respect for human
worth, freedom from want, health, ability to avoid prevent-
able death, and having access to life-saving information.
Azétsop and Diop Philosophy, Ethics, and Humanities in Medicine 2013, 8:8 Page 4 of 14
http://www.peh-med.com/content/8/1/8Respect for human worth
Universal access can be “misleading as it is not meant to
‘imply that there will be, or should be, 100 percent
utilization by all individuals of every prevention, treat-
ment, care and support intervention.’ Instead, it refers to
nationally driven and comprehensive responses in these
areas, signifying a concrete commitment and renewed
resolve the world over, but particularly within each
country, to reverse the course of the epidemic [8].” Con-
cretely, universal access is achieved when more than 80
percent of those in need of ART actually have access to
it. Although this target has not been met, with current
global treatment coverage at 54 percent, the goal of uni-
versal access to HIV treatment remains an important
one for Chad, with a new target of universal access by
2015 agreed in 2010 [9]. In the case of infection, is there
someone who will be willing to be left aside without
treatment? Instead of arguing for a narrow approach to
universal coverage, a genuine human mind will argue for
a progressive realization of universal coverage.
Access to ART is related to the question of respect,
since inability to access the needed care is an important
dimension of well-being which, when lacking, interferes
with other dimensions of well-being. The underprivil-
eged use public health services the most, not because
these services provide them with quality care, but be-
cause they cannot afford care in private clinics. Society’s
obligation to ensure universal access to healthcare (in-
cluding ART) rests not only on the effects of access on
health but also on what justice requires with regard to
what is necessary for a person’s being respected as being
endowed with a dignity that cannot be violated [1].
Respect for human worth means treating others as
dignified moral beings deserving of equal moral concern.
Respect for others requires the ability to see others as
independent sources of moral worth [1]. This dimension
of well-being finds its core foundation in the dignity
which is inherently inscribed in every single human be-
ing by the very fact of being human. The intrinsic worth
inherent in every human being is grounded in what a
human being is as a human being. It is not an attributed
or imputed reality but an ontological quality that noth-
ing, no one and no contingent determination can reify.
Human dignity or worth, therefore, transcends any social
order as the basis for rights and is neither granted by so-
ciety nor can be legitimately violated by society. All per-
sons carry a dignity that is not diminished by suffering
or sickness. In this way, human dignity is the conceptual
basis for human rights to treatment and prevention from
harm.
The concept of “human dignity” provides the founda-
tion for many normative claims on issues concerning the
human person and society. One direct normative impli-
cation of human dignity or worth is that every humanbeing ought to be acknowledged as an inherently valu-
able member of the human community, with an inte-
grated bodily and spiritual nature. This conception of
human dignity has normative implications for the under-
standing of distributive justice, the common good, and
the human rights to life and health. Respect for human
dignity does not simply refer to the need not to hurt the
other person but, more genuinely, it calls for the cre-
ation of conditions conducive to human flourishing.
Genuine respect for human dignity requires that society
alters the root causes of misery and preventable deaths.
Our sense of humanity is deeply challenged when less
than 50% of eligible PLWH are receiving treatment and
the needs of most MARPS are not systematically
addressed. The claim of justice challenges us to address
all that does not favor the full expression of people’s hu-
manity. Violations of human dignity are perceptible
through stigmatization and discrimination of PLWH, ac-
cess differentials between urban and rural dwellers, and
insufficient access of women and children to ARVs.
Human worth, stigma and discrimination against people
living with HIV
Stigmatizing behavior and discriminatory attitudes
undermine the worth of PLWH simply because they are
infected with HIV. The National AIDS Council (NAC)
survey findings revealed high levels of HIV/AIDS-related
stigma. AIDS is the disease of shame. Whoever gets
AIDS is considered as someone who has betrayed his or
her family. Discrimination and rejection are often the
next steps. Stigma and discrimination are powerful for-
ces that have the twofold effect of demeaning individuals
infected by HIV and of making it more difficult to deal
effectively with the disease [8]. Stigmatization is very
divisive because it separates society between “us” and
“them” at a time when we actually should join hands to
fight the pandemic. Stigma changes the way people view
themselves. Self-stigmatization is an important challenge
with which PLWH are confronted. The internalization
of social rejection can lead the stigmatized individual to
develop feeling of fear, anguish, shame, dejection, self-
doubt, guilt, self-blame and inferiority [8]. Stigmatizing
behavior and discriminatory attitudes create a culture of
silence and denial, making it difficult to take the neces-
sary action to respond effectively to HIV [8]. PLWH are
not lesser human beings; they ought to be treated as dig-
nified beings deserving the same respect as others.
After discovery of their status, many individuals experi-
ence rejection and feelings of low-esteem. Social percep-
tions of AIDS, in terms of collective shame and immorality,
challenge the sense of communality that exists in most
African societies. This happens because the community’s
identity is perceived as challenged by HIV/AIDS. In Chad,
as in many African societies, human identity is determined
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volved. Our common humanity is defined through our re-
lationships and not in a solipsist manner as in the western
world. An individual does not exist in isolation but always
as a being-in-relation. John Mbiti expresses the African
communal spirit in this way: “I am because we are; and
since we are, therefore I am” [10]. This corporate identity
borne by every individual needs to be protected and pro-
moted by all members of the clan. The promotion of the
family/clan identity is at the core of the so-called “African
solidarity.” Solidarity is both a chance and a risk. It is a
chance because the commitment of the clan to the welfare
of all its members creates an effective space for human
flourishing. Solidarity is a risk because it demands the par-
ticipation of all members in the welfare of the group.
Whoever behaves poorly compromises this identity. Con-
sequently, such a person has to be excluded to preserve
the family’s reputation. Family rejection is one of the
greatest evils that can be done to an individual, because it
implies the loss of identity and may result in negative psy-
chosocial effects on PLWH. Since AIDS is perceived as a
shameful reality, the family may feel that it cannot com-
promise its identity for the sake of a misbehaving individ-
ual. Even though acceptance of PLWH has significantly
improved through health education, Chad still has a long
way to go.
To reduce incidences of discrimination, the parliament
passed Law 19/PR/2007, the so-called “N’djamena Law”
[3]. A decree that supported its application was designed
in 2009 [3]. The N’djaména Law narrowly portrays HIV
infection as a problem pertaining to the individual
whose rights need to be protected. Anti-discrimination
laws will have a better outcome if they are framed from
the public health standpoint and take into account the
social dimension of HIV infection. The law may prevent
a member of society from ostracizing a person living
with HIV, but will not address structural drivers of the
infection. Population-based programs that provide pub-
lic education campaigns to counter HIV/AIDS stigma
and discrimination and to promote acceptance of PLWH
need to be implemented both in rural and urban areas.
Human worth and ART access differentials between rural
and urban areas
In northern and eastern regions, PLWH have less access
to ART compared to those living in southern regions,
where there are a significant number of private and
faith-based healthcare institutions. Within regions, ac-
cess to ART follows the urban–rural divide prevalent in
most African countries. Cities and towns are more re-
sourceful in preventing and managing diseases than are
rural areas. Treatment services are often well established
in accessible areas and in the main urban areas where
beneficiaries are likely to be educated and of averageincome or higher. In order to respond to rural AIDS, the
MPH should decentralize HIV and AIDS service delivery
from the district level to healthcare centers. As part of
this practice of task shifting, the MPH would transfer
some of the duties now pertaining to physicians to
nurses. Besides ensuring that nurses are well trained to
respond to rural AIDS, the District Health Commis-
sioner should ensure that the community system is well
established in all rural health centers so as to foster both
community participation in public health outreach in vil-
lages and service delivery through home-based care.
Home-based care has proven to be an adequate response
to challenges raised by rural AIDS care. Through home-
based care, community health workers can get the ne-
cessary medicines or preventive interventions to those
who need them. Through the same means, patient com-
pliance can be improved. ARVs and related services may
be free, but paying transport to the district hospital,
where treatment can be provided, may be something
that the poor cannot afford on a regular basis [8].
Human worth and insufficient access to ARVs by children
and women
The number of PLWH has increased from 63,400 in
2006 to 206,467 in 2010 representing a 3.26 increase in
5 years. Since December 2006, efforts have been made to
encourage early detection through PMTCT and volun-
tary counseling and testing (VCT). The important in-
crease observed from 2006 till today has placed an extra
burden on the healthcare system and on the govern-
ment’s budget [3]. However, for the last 4 years, signifi-
cant efforts have been deployed to provide all eligible
HIV-infected adults with ARVs. The number of infected
individuals receiving ARVs has significantly increased by
6 from 5,500 in 2006 to 32,832 in 2011 [5]. These signifi-
cant efforts have been challenged by the increasing num-
ber of incident cases. In 2009, less than 50% of those in
need of ARVs actually had access to them. While consid-
erable efforts have been deployed to ensure that PLWH
are placed on ARVs, most children and women in need
of ARVs do not have access to them. The proportion of
women (above 15 years old) infected with HIV repre-
sents 65% of all the infected adults. This proportion in-
creased significantly from 2006 to 2009, from 63% to
65%, with a peak of 69% in 2007 [3]. As evidence of the
disproportionate vulnerability to HIV and HIV infection
in women mounts, women’s access to ARVs remains
limited compared to that of men.
The number of HIV-infected children who have access
to ARVs is particularly low [3]. In 2007, only 0.82% of
children living with HIV were on ARVs. This situation
has not improved significantly, since only 9% were on
ARVs in 2009 versus 4% in 2008. Even though there has
been an increase in the proportion of children on ARVs
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with HIV who have no access to ARVs. This situation
will worsen since the estimated number of new pediatric
HIV infections for children under 5 in 2010 was 656 and
the prevalence of HIV infection in the same population
group for 2010 was 11,965 [1]. Some of these children
live in areas where even infected adults find it hard to
access ARVs.
Very few medical practitioners are trained in HIV
pediatric care. Access to AIDS care is determined by
gender and age. When confronted with a deadly disease,
society needs to ensure that all PLWH have equal cap-
ability to access ARVs. Access to ARVs should not be a
privilege enjoyed by a few but a right that every infected
individual should enjoy. The worth of women and chil-
dren is violated when the odds of having access to ARVs
are greater for men than women and for adults than
for children.
Freedom from want: the AIDS and nutrition debate
The AIDS and nutrition debate has the great merit of
underlining the centrality of the human right to food, a
right clearly affirmed in Article 25 of the Universal Dec-
laration of Human Rights, which refers to the right to
health [8]. AIDS treatment should be associated with
good nutrition. In the course of AIDS treatment, de-
mand for food becomes greater as the CD4 cell count
increases. Such an increase requires extra food, which
some people cannot always afford. Furthermore, some
medications can be taken only on a full stomach, while
some ARV side effects are reduced by having adequate
nutrition [11]. Thus, nutritional support is vital, as a lack
of adequate food security could determine whether
people remain on treatment.
Food insecurity is not an alien reality in Chad. Chad is
a food-insecure country. Those who live in rural areas
are the most affected by food insecurity. Between late
2009 and early 2010, only 4,535 HIV-infected individuals
were counted among the poorest of the poor who re-
ceived nutritional support from various institutions. This
number represents less than 3% of PLWH. In the con-
text of persistent food insecurity, the increasing number
of HIV incident cases undermines the country’s ability
to attend to the nutritional needs of PLWH. Under
international law, the state has the obligation to ensure
access to food to those who cannot afford it [12]. Unfor-
tunately, as we go through the national documents on
HIV/AIDS, bearing in mind that Chad is a food-insecure
country, we are shocked by the lethargy with which food
security and nutrition issues have been introduced into
the national discourse on the pandemic. Even though
the Chadian government and its partners cannot totally
fulfill the right to food, the national government should,
at least, ensure that efforts are deployed to achieveprogressively this basic right which is tightly connected
to the right to health. Progressive realization requires
that the state take steps continually to improve condi-
tions for the realization of this right and of all rights.
The concept of progressive realization also denotes the
duty of the state to take immediate steps and concrete
measures to realize effectively the right to food guaran-
teed to all.
Health
The Constitution of the World Health Organization
(WHO) defines health “as a state of complete physical,
mental and social well-being” [13]. The writers of the
Constitution were clearly aware of the limitations of the
biomedical approach to health, through which health is
defined as a state dependent on the presence or absence
of disease or infirmity. Although the WHO definition
has been subject to controversy, in particular as lacking
operational value and because of the problem created by
use of the word “complete”, it remains the most endur-
ing [14,15]. This definition moves us beyond both the
biomedical paradigm and medical individualism to
underscore the way other dimensions of social and hu-
man life impact health. Health is connected to other
spheres of human life and can be viewed as intertwined
with other spheres of justice [2]. The context in which
an individual lives is of great importance for his or her
health status. It is increasingly recognized that health is
maintained and improved not only through the advance-
ment and application of health science, but also through
the efforts and intelligent lifestyle choices of the individ-
ual and through the social conditions within which
people carry out their daily activities [16].
The main determinants of ART access are to be found
outside the healthcare sector. The major inequities are
attributable to socioeconomic factors and to differences
in geographical accessibility of primary healthcare facil-
ities. These inequities are also strongly conditioned by
the segmentation of health systems. ART access does
not depend solely on the availability of trained AIDS
care specialists and prevention specialists, the provision
of ARVs, ability to treat opportunistic diseases, and
AIDS-related medical technology. Being a rural dweller
or living in certain region or village of the country (geo-
graphic barriers), being able to eat well or to afford the
cost of care (financial barriers), being an adult or a child,
being a male or a female (cultural barriers), and many
other non-clinical factors determine infected individuals’
health and/or ability to access ART.
Access to primary care is important because it pro-
vides PLWH with the opportunities to avoid opportunis-
tic diseases or to be cured from them at their early
stage. Failure to have a sexually transmitted infection
treated leads to persistence of important co-factors for
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rapid progression of HIV. Access to care and the rate of
utilization of health services are quite low due to geo-
graphic and financial barriers. Thus, access to ART is
simply impossible in some areas of the country. Most of
those who live with the virus have not cultivated the
habit of going for check-ups on a regular basis, since
they may not be able to afford basic care. As a result,
these individuals may wait until their next appointment
at an ART center while keeping undiagnosed conditions
that may weaken their immune systems.
In order to understand the Chadian AIDS pandemic
and the limited success of the universal access policy, it
is necessary to highlight the non-negligible contribution
of the poorly functioning public health system. The sys-
tem faces many challenges that place all sorts of barriers
to care. Increasing primary care coverage is crucial to
improve access to health care goods and services. Access
to health services is a key component of economic and
social rights. To the extent that society can guarantee all
its members adequate care with regard to the vicis-
situdes of health, it can advance towards the actual
materialization of those rights and enforceable entitle-
ment to them. Achieving this gives citizens a stronger
sense of protection and of belonging to the community.
Even though access to healthcare is a right, only access
to ART and emergency care is given for free in Chad. In-
stead, access to quality healthcare depends on one’s abil-
ity to pay and on one’s geographic location. The removal
of access barriers may improve people’s health status
and well-being in general. Health is not just a state, but
also a resource for everyday life [17].
Ability to avoid preventable death from AIDS
Freedom from preventable death is an important dimen-
sion of well-being for PLWH, since it determines the
very possibility of their exercising freedom in other
spheres of human life. AIDS deaths may have declined
from 14,000 in 2006 to 13,000 in 2009 in PLWH and
from 11,000 to 9,600 in adults over 15 years in the gen-
eral population within the same period. Thus, between
2007 and 2009, 1,000 AIDS deaths may have been
avoided in PLWH and nearly 1,400 in PLWH who are
older than fifteen [3]. Although the AIDS-related mor-
tality rate has decreased as compared to 2007, when ac-
cess to ARVs became free, there are still a lot of
preventable deaths among PLWH. The majority of these
deaths are simply not understandable, since they are
completely preventable with the tools available to many
people in the world [18]. These deaths are a great injust-
ice and a stain on the conscience of society. They should
be the primary object of discussion and debate within
circles of health specialists and policymakers. Why is it
that a disease now termed a chronic condition is still areal death sentence for many in Chad? We are faced
here with an unacceptable injustice that questions the
morality of modern medicine, the national distribution
of means to prevent and manage diseases, and the ethos
of local policymakers.
Freedom from preventable death can only become in-
strumental in promoting PLWH’s well-being if access
barriers are systematically addressed. Beyond death, a
genuine human sensitivity will not rest on disease man-
agement but will include prevention of both disease and
unjustifiable sufferings. HIV prevention, for example,
needs to be improved. Besides, there are still people who
have not heard about HIV/AIDS; some do not even
know how AIDS is contracted.
Access to life-saving information
As a dimension of well-being, access to information is
important because it provides individuals or population
groups with the knowledge needed to refrain from high-
risk behavior or to prevent unnecessary suffering. Good
information passed on through persuasive communica-
tion tools, and coupled with structural interventions,
can indeed be wonderful ways of encouraging behavior
change. Knowledge is an important means of HIV pre-
vention, both for MAPRs and for the general population.
Access to sound information is critical in addressing so-
cial, cultural and religious misconceptions about risk
perception, disease severity, and the benefits of staying
on treatment. These factors also determine, directly or
indirectly, clinical attendance. Believing that God or
alternative medicine can cure HIV can also influence
treatment patterns.
The 2009 “Cartographic and serologic study among
sex workers in Chad” launched by UNAIDS showed that
women from this specific group still do not have access
to adequate information about modes of infection,
means of prevention, and AIDS care [4]. For this popula-
tion group, the message of prevention based on fidelity
simply does not work. Yet, this is one of the MARPs
with a very low risk perception (87.5%) sustained by an
overall high risk-behavior tendency, except in Mongo
(93.3%). The rate of behavior change in Sarh (60%) and
N’Djamena (68.9%) remains low as compared to Mongo,
Bongor, Doba, Koumra, Kelo and Moundou where the
rate is above 80% [4]. Risk taking in big cities and major
trade centers is quite high. It is often associated with a
high level of alcohol drinking in the general population,
with the low socioeconomic status of sex workers, and
with a high concentration of men whose work has taken
them away from their families.
The results of this study in Sarh and N’Djamena are
alarming, bearing in mind the efforts and resources that
have been deployed to prevent poor and risk-taking be-
havior. In Ati (20%), Oum-Hadjer (42%) and Mao (47%),
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[4]. The same study shows that only 4.8% of those sur-
veyed have a thorough knowledge of HIV. The extent of
knowledge of sex workers on HIV transmission remains
very poor. Most of them combine incorrect and correct
information. Some still believe that HIV can be acquired
through mosquito bites (34.3%), sharing food with an
HIV-infected individual (32.5%), or the effect of witch-
craft [4]. The lack of education cannot convincingly ex-
plain the persistence of risk-taking behaviors in this
population group. The persistence of risk-taking behav-
iors is more an issue of both access to the right informa-
tion and gender inequality wrapped with feminization of
poverty. Even though the exposure level is not the same
for women in the general population, social factors that
structure the risk for infection do not differ tremen-
dously from those affecting women sex workers.
In the general population, women with higher educa-
tion degree are six time more likely to be infected than
those who attended “medersa” (Islamic school), 1.5 times
than those with only primary school education, and 1.7
times than those with no more than secondary school
education [4]. These rate differentials are quite surpris-
ing. They can be explained by the fact that women with
university education are more sexually emancipated than
others, in a context where women’s access to available
resources is constrained by gender inequality, recourse
to preventive measures are underutilized, and women
are seen as inferior to their male counterparts. Society,
especially in northern and eastern regions, barely toler-
ates sex education programs. Women’s participation in
HIV prevention campaigns is perceived negatively. HIV
infection finds a home in women in a society that denies
them access to resources and to symbolic capital. Women
often lack access to cash, land and jobs [8]. Nobody would
dare to question the empirically verifiable assertion that
gender inequality and poverty are the strongest drivers of
HIV infection in women.
Participation
Participation is an important dimension of well-being. It
is the prerequisite for social activism and advocacy
through which the voices of PLWH can be heard. A
democratic system emphasizes the need for social par-
ticipation in decision-making processes and requires that
people be empowered to participate directly or indirectly
in making society a better place. Empowerment can be
done through formation, financial assistance, structural
intervention, and capacity reinforcement by bigger entities
such as national NGOs, the state and bi- and multi-lateral
donors.
The HIV/AIDS prevention project accompanying the
asphalting of the N’Djamena-Doba-Koumra-Sarh road
focused on community-based organizations’ ability totransform their social environment. This project aimed at
changing the community’s perception about sexual rela-
tionships. Encouraging results were achieved: 126 selected
peer educators and 8 supervisors were trained; 21 facilita-
tors of community conversations and 8 supervisors were
trained, and, finally, 13,492 vulnerable individuals living
along the road N’Djamena-Sarh were educated [3]. To
these data one may add efforts made with the subsidies of
the Global Fund, Round 3, that supported interventions
aimed at reaching out to 373,743 young people aged 15–
24, training 3,900 peer educators, and providing 7,321 sex
workers with health education [3].
The project essentially focused on community conver-
sion. Community gatherings often took place after popu-
lar events or in popular places (funerals, burials and
weekly marketplace). Conversations held in places where
people gather aimed at changing people’s risk perception
and at pointing out the contribution of culture and soci-
ety to the pandemic. These conversations significantly
reduced risk-taking behavior and increased respect for
women. So far, NGOs and community-based associa-
tions have played an important role in the fight against
the pandemic. However, the need for community-based
advocacy has not yet created forums of discussion with
other constituencies within which the concerns of
PLWH and MARPs can be voiced to higher authorities.
Neglecting participation as an essential dimension of
well-being may have implications for policy design. Tak-
ing into consideration the unique experience of infected
and affected individuals may prevent policy-makers from
designing policies or legitimating programs that are not
relevant to the concrete situation of those individuals.
As a political concept, participation presupposes the
recognition of the substantive and instrumental roles of
freedom, the need to empower disenfranchised popula-
tions, and the necessity of supporting social relations
and political arrangements required to sustain and ex-
pand that empowerment. Advocating for a just society
and promoting universal access to ART are not inimical.
Advocacy initiatives are much needed to challenge
government’s inadequate financial contribution to the
healthcare sector and government’s low-level commit-
ment to the Abuja Declaration, to address the lack of an
effective and strong public health leadership in a country
with poor health indicators, and to implement the
“N’djamena law” on anti-discrimination of PLWH.
Free access policy has considerably reduced the eco-
nomic barrier to ART in many regions of the country, but
the funds needed to reinforce and to intensify programs
are still lacking. The overall healthcare system is un-
derfunded. In Chad, as in many other African countries,
civil society and associations of PLWH have to keep
reminding their respective governments that they have to
live up to their Abuja promise. In their Declaration, African
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budget of their country to the healthcare sector [19,20].
So far, the Chadian government has committed not more
than 6% of its annual budget to the health sector [7].
According to the Finance Act of 2007, the share of the
budget of the MPH, compared to the general budget of
the country, decreased from 8.4% in 2003 to 4.2% in 2006
and moved to 5.3% in 2007 [5]. Despite this low level of fi-
nancial allocation to the health sector, the actual execution
of the MPH budget varies each year: 86.9% in 2003, 85.8%
in 2004, 65.4% in 2005 and 75.6% in 2006 [5]. These fig-
ures show that budgetary commitment to the healthcare
sector remains quite low [5]. Civil society has the duty to
challenge the underfunding of the healthcare sector and
to call on the government to live up to its promise. Chal-
lenging the government to enforce the N’djamena Law
(Law 19/PR/2007) in order to protect PLWH against dis-
crimination is equally important [3].
Public health advocacy is a risky enterprise when the
government does not always respect human rights and
freedom of speech. Yet, civil society in Chad ought to
hold the government accountable for what it promised
to the entire world. Civil society can also play a key role
in asking for effective public health leadership and in en-
suring that the universal access policy is accompanied by
programs and actions that sustain its implementation
and make its effects felt among rural and vulnerable in-
dividuals. Through their collective agency, civil society
organizations can hold institutions in charge of drug
supply and AIDS management accountable for their ac-
tions and policies.
A new ethical vision and effective public health responses
to HIV and AIDS
Our understanding of access barriers as an issue of well-
being does not corroborate the idea of AIDS as a purely
biomedical problem. To promote well-being genuinely, a
broad intervention is needed, since these barriers are com-
mon to access to the care required to address most dis-
eases. It is then important to develop a new ethical vision
through which health promotion can be understood as
both a social issue and a development issue. There is
nothing wrong with underlining personal barriers to ac-
cess, but there is something deeply unfair and pernicious
about using personal responsibility as the basis for
assigning blame, while simultaneously denying to those
who are being blamed the opportunity to exert agency in
their daily lives. The macro-barriers to ART access cannot
be undermined for the sake of libertarian claims of re-
sponsibility. It is only within an ethical vision that sets the
stage for health promotion and social transformation that
access barriers can be truly eliminated. Public health inter-
vention is a way of doing justice, a way of asserting the
value and priority of all human life over anything else [21].The public health response to the HIV and AIDS crisis
cannot be reduced to the use of analytical tools and
technical solutions available to specialists [21]. An AIDS
response that is not embedded in advancing social just-
ice and promoting human rights is simply doomed to
failure. Responding to HIV and AIDS is intimately con-
nected with the practice of social justice. The limited
success of the universal access policy is testimony to fail-
ure to take sufficient account of the numerous justice
and human rights strands with which HIV and AIDS are
intertwined [8]. Without being pessimistic, HIV and
AIDS will not be uprooted if the fight against unjust
structures is not given priority, because the shape and
the extent of the pandemic are determined, directly or
indirectly, by these structures which are often located
outside the areas addressed by HIV and AIDS inter-
ventions. Actions aiming at promoting justice can be
directly or indirectly equated to actions against the pan-
demic. Hence, macro-AIDS policies and interventions
should necessarily include the fight against structures
that favor the spread of the virus and maintain barriers
to access to ART. These structures include all legal ar-
rangements and social institutions that sustain and perpet-
rate unjustified income inequality, gender discrimination,
stigma and discrimination against PLWH, and economic
exclusion of citizens on the basis of ethnicity or class.
As a public health measure, ART provision calls for
the adoption of a new ethical model that challenges the
current social order [21]. The public health vision is es-
sentially social and ethical. It heightens consciousness of
the manifold forces threatening human life, and it re-
quires thinking about and reacting against unnecessary
suffering as primary problems of the entire society. Pol-
icies that focus on removing barriers to access may re-
sult in considerable reduction of social inequalities. The
universal access policy should be provided with social
rootedness and with the justice component inherent in
any genuine public health intervention. Rootedness and
justice are instrumental for addressing the structural
roots that prevent access. Without these two important
elements, universal policy will be another instrument of
injustice.
Strengthening health systems
AIDS has challenged health systems in a manner that is
essentially different from other health problems. AIDS
cannot be managed without a good primary healthcare
system that actually brings health services to local com-
munities which need it more. In addition, sustaining
long-term treatment and prevention coverage appears to
be major challenge to the healthcare sector because it
entails a life-long commitment to combat the pandemic
by a country that has limited resources. For some ex-
perts in public health ethics, universal health care can
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the HIV/AIDS fight. James Keenan has recently noted
that “the more we respond to HIV/AIDS, the more our
health care agenda inevitably expands [22].” Thus, ad-
dressing the pandemic brings about many other chal-
lenges “suggesting that now is the time to include
universal health care in our HIV/AIDS conversations if
we have already not yet begun to do so [22].” So far, ac-
cess to emergency care is being granted for free to every
citizen. However access to this life-saving measure is
limited by all the factors that prevent effective and equit-
able access to ART by those who need it. There is an on-
going debate on the relevance and feasibility of universal
health care in Chad. Even though this debate is still in
its infancy, there is growing awareness in the local public
health community of the need for a comprehensive solu-
tion to healthcare and to public health problems with
which the entire country is confronted. Universal access
to health care, which presupposes the reshaping health
systems as a whole, appears to be the bedrock of such a
solution.
The commitment of the Chadian government to im-
prove healthcare infrastructure has been important in
the last decade. Centers that provide care to PLWH have
significantly increased, from 26% in 2007 to 32% in 2008
and to 76% in 2009 [3]. Capacity-building activities have
been implemented in a way that renders AIDS care cen-
ters more operational. Until 2009, 207 prescribers were
trained in the medical management of AIDS [3]. These
efforts have increased geographic availability of services
in AIDS care centers. Undoubtedly, despite the encour-
aging results achieved by public health policies, Chad
faces a major challenge to improve health equity and to
reduce exclusion from its healthcare system. The en-
demic scarcity of resources with which the country is
confronted plays a role in these problems, but Chad is
also wrought by shortcomings in the way the health sec-
tor is organized and governed. The limited success of
the universal access policy is due, at least partly, to the
weaknesses of health systems. Key elements of health
systems need to be reinforced or, simply, rethought. Be-
sides the lack of a sustained drug provision supply sys-
tem, the virtual absence of a community system through
which home-based care provision of both preventive and
curative services can be provided to the public, poor
governance of the health sector, and the insufficient
number of trained clinicians and public health specialists
have reduced the success rate of the universal access
policy.
1) Unlike faith-based healthcare institutions, the public
healthcare system does not always include local
communities as stakeholders in service delivery.
Local communities can play an important role inreducing loss to follow-up patients, improving access
to information with regard to prevention, and
supporting long-term adherence of ARVs, since
AIDS is a chronic disease. ART provision in a
country with under-resourced health systems poses
challenges to health professionals. It forces them to
think of provision in new ways, reaching beyond
healthcare facilities to communities. As they attend
to PLWH, health professionals have rediscovered the
role of the community system in disease prevention
and management, as stated in the Alma Ata
Declaration and in subsequent documents on
primary healthcare and health promotion [23-25]. In
many church-based healthcare centers, lay
community workers are trained by diocesan
healthcare coordinators to perform some clinical
tasks. In addition, members of the Health
Committee of healthcare centers help the clinical
staff with non-clinical interventions including
nutritional recuperation, immunization, antenatal
counseling, and public health outreach campaigns.
Unfortunately, this level of organization is not found
in most healthcare centers.
2) Poor leadership goes hand in hand with the
brokenness of health systems. Compared to private
clinics and faith-based healthcare centers,
government-run health institutions are often the
least prepared and the least motivated to deliver
quality AIDS care. The governance of the health
sector is weak, and the acceptance of the role of civil
society is often seen as inappropriate both by the
government and by health specialists. This situation
makes real participation a challenge in most settings.
Community participation is a fundamental
underpinning of the primary healthcare philosophy.
The concrete unfolding of the primary healthcare
vision requires community participation in and
mobilization around health and development-related
issues. The National Health Policy recommends the
creation of health and management committees in
all healthcare centers throughout the country.
Through the work of these two committees and that
of community-based associations, health centers can
be provided with an effective leadership to prevent
and combat AIDS at the grassroots. Unfortunately,
only a limited number of healthcare centers abide by
this prescription of the MPH. The MPH needs to
design regulatory frameworks, guidelines and clear
policy messages to ensure and to support real and
effective community participation. Involvement in
decision making and in service delivery obliges
PLWH and communities to be literate in both HIV
prevention and AIDS treatment, as well as in how
health systems work.
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of health systems. The absolute shortage of trained
health care workers is a major impediment to
treatment access and needs short-term action linked
to long-term measures. Proper training for health care
providers and staff is important, but not sufficient –
the Chadian health care system is faced with a crisis
of ever increasing patient volume that has a strong
tendency to overwhelm the available human resources
and infrastructure. Ensuring that trained human
resources and infrastructure are appropriately
proportionate to the patient load appears to be a
challenge that policymakers cannot avoid.
The current state of the health systems reduces the
chances of success of universal access to ART. The uni-
versal access policy cannot yield great results with a
poorly performing primary healthcare system, the entry
gate of the healthcare system for those seeking health
services. Weakness in one component of health systems
not only constrains the functioning of the system as a
whole, but also limits the potential for scaling up service
delivery and interventions. Health systems need to be
reinforced to ensure that the national AIDS program
and other major public health initiatives can achieve de-
sired outcomes [26]. With the technical and financial
support of all stakeholders and the state’s partners, the
MPH needs to improve health systems. The MPH may
intervene to strengthen the capacity of training institu-
tions so that they produce better qualified health pro-
fessionals and improve the management of healthcare
institutions as well as of public health programs. The
MPH’s intervention may focus on improving staff motiv-
ation and retention, thus reducing the brain drain of
medical professionals [26].
The challenge of providing ART to those in need has
brought to the forefront the lack of human resources
with which Chad’s healthcare sector is confronted. The
challenge of providing long-term care and prevention
with limited resources is a heavy one. However, imple-
mentation of the task-shifting policy can allow the coun-
try to tackle HIV and AIDS even with limited human
resources. This approach to human resource manage-
ment applied to health sector is not new. Task-shifting
has existed in Zambia since 2004 [27] and was
implemented in South Africa in May 2010 [28]. Task-
shifting consists in training, and then permitting, lesser-
qualified health workers to perform tasks which they
were previously unqualified to do. More concretely, it
consists, for example, in allowing nurses to perform
some of the tasks of doctors and lay community workers
some of the roles of nurses. Such a shift could eliminate
some barriers to access and could improve adherence to
treatment, especially of those living in hard-to-reachareas. Task-shifting may complement the integration of
AIDS care within primary care and, especially, within
antenatal care to prevent MTCT. So far, in Chad, only a
trained medical doctor can prescribe ARVs and some
specific tests relevant to follow up of PLWH. With the
implementation of task-shifting, nurses who have re-
ceived adequate training can successfully provide care to
PLWH. If transfer of task is accompanied by adequate
training, quality of care would not be compromised and
care could be more cost-effective than the present div-
ision of labor [29,30]. However, as a study in Uganda has
shown, a transfer of tasks should always be accompanied
by adequate training [31]. The implementation of this pol-
icy may require government commitment to improvement
of both the community system and the number of trained
health professionals.
In addition to efforts to improve health systems, the
MPH may ensure that the interventions of the various
actors abide by a code of ethics drafted by experts in
health systems research and public health ethics. Ethical
values of justice, transparency, competence and account-
ability can be the leading values of such a code. These
values are ethical demands of functioning health sys-
tems. Mutual accountability can be understood as a way
of fighting corruption and misuse of funds in the health
sector. Ensuring that government and partners have
transparent frameworks for assessing and monitoring
progress in national health development strategies and
in health sector programs is important for health pro-
motion initiatives. Furthermore, having agreed commit-
ments on aid effectiveness is important for the progress
of the health system. Provision of oversight through col-
laboration and coordination mechanisms across sectors
within and outside government, including the civil soci-
ety, is essential to influencing action on key health deter-
minants and on access to health services, while ensuring
accountability.Understanding AIDS as development issue
The story of AIDS in Africa, as in Chad, is a story of
poverty, social division and poor management of na-
tional resources. The pandemic reveals an ongoing
process of malfunctioning which results in an endless
disenfranchising by and within the DNA of the social,
political, economic systems in Africa [32]. Africa’s social,
economic and political immune systems are deeply com-
promised. The virus that causes AIDS is certainly a big
threat, but the social environment within which infec-
tion occurs is pathogenic. Unless the determinants of
ART access and the features of the environment are
taken into account, the universal access policy will yield
limited results. Addressing these factors calls for new
policies and programs grounded in equity and informed
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eral population find themselves.
Equity in access requires that we address those dispar-
ities that are deemed unnecessary, avoidable and un-
fair [33]. This ethical value is inherently normative, is
grounded in the ethical principle of distributive justice,
and is consonant with human rights [34]. It refers to the
absence of unfair disparities between different social
groups, such as the poor/non-poor, men/women, adults/
children, urban dwellers/rural residents. Disproportion-
ate access to ART treatment points to the way society
treats socioeconomic injustices. Injustices are often
treated as problems to be managed instead of being per-
ceived as indicators of society’s moral disruption, which
calls for the transformation of power relations and of
mindsets which give rise to unequal access or to increased
risk of infection for some and not for others.
With disproportionate access to ART, we are faced
with the fundamental denial of the dignity and rights of
some members of society, such as women, children and
other people already facing socioeconomic exclusion.
Access to ART is a basic necessity for PLWH and has a
preventive effect at the population level for non-infected
individuals. It cannot be understood as a matter of for-
tune or luck. No one in a just society should be deprived
from what is needed to avoid premature death and pre-
ventable diseases. Access to ART is cost-effective, first,
because preventive medicine is more cost-effective than
curative services; and second, because widespread access
to ART will significantly reduce incident cases and result
in less spending on AIDS treatment [35]. Good ART
coverage is for the common benefit. Universal access to
ART can become an opportunity to heal social inequities
that prevent some from enjoying their intrinsic dignity.
Provisions need to be made to address the lack of
pediatric ART and the limited access of women and
rural citizens to ART.
Issues of distributive justice have long been debated in
health policy, but the practical challenges of the distribu-
tion of ART are relatively new. Access to ART brings
about a multi-faceted challenge to many sectors of soci-
ety. Thus, a mere distribution of ARVS is not enough.
Similarly, a policy that ensure access to ART but does
not truly address access barriers is not enough either.
The problem of HIV/AIDS in Chad is not just a health
issue but fundamentally a development challenge. The
disease exacerbates existing problems, such as poverty,
food insecurity and shortage of skilled manpower. The
main consequence of this calamity in many affected
countries is the reversal of the social and economic pro-
gress made during the last few decades, coupled with
the serious negative impact both on households and
relevant organizations and institutions. The fact that
most economies in Central Africa are weak and largelydependent on donor funding further aggravates the situ-
ation. Addressing upstream determinants of health such
as poverty and the lack of education requires that the
state deploy efforts to build in-country capacity, to reduce
poverty, to reinforce health systems, and to strengthen
preparedness for disasters. These are essential elements of
a sustainable health strategy. Developing strategies that
concomitantly promote population health and develop-
ment would be successful if the response to broader health
determinants were to be accelerated.
The MPH should empower each Regional Commis-
sioner Health to implement parts of the National Health
Policy that can boost primary care both at the district and
community levels. The Minimum Package of Activities
(MPA), which represent the range of activities that
healthcare centers can and must provide, and the Comple-
mentary Package of Activities (CPA), which are entrusted
to a district hospital, are the two major strategies for ef-
fective primary healthcare delivery in Chad [6]. Unfortu-
nately some of these activities which are amenable to
integration with ART are often not implemented. Some of
these activities include the development of a community
system through which home-based care and public health
campaigns can be organized, the implementation of “ad-
vanced strategies”, which are the local expression of public
health campaigns, outreach activities from the healthcare
center, and the progressive integration of ART—at least—
at the district level. Even what has been prescribed has not
been fully implemented.Conclusion
More than thirty years into the AIDS pandemic, we have
learnt a lot. Partial knowledge or truncated analysis of
the causes of infection and of treatment failure is simply
not acceptable. There is evidence of a widespread reliance
on behaviorist, cognitivist or culturalist reductionism by
which approaches to HIV and AIDS response are often
confined. No such reductionism can fully account for
what actually happens. Prevention and care remain one-
sided when they focus only on behavior change, know-
ledge acquisition or cultural beliefs. The universal access
policy in Chad is now unfortunately constrained by these
reductionist approaches. Not taking sufficiently into ac-
count the fact that the conditions limiting or promoting
the AIDS response are deeply embedded in the social
fabric reduces the effectiveness of this policy. We cannot
help but strongly affirm that access to ART demands a
broad biosocial approach. One of the lessons we have
learnt from the AIDS pandemic is that success in
responding to pandemics cannot ignore dimensions of
well-being such as the worth of the human person, abil-
ity to avoid premature death and unnecessary suffering,
freedom from want, access to life-saving information,
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and the respect for human rights.
In addition to these aspects of well-being, scaling up ac-
cess to ART requires significant financial, technical, social
and political support to be sustainable over time. Every ef-
fort must be deployed to address social inequalities and to
improve the quality of the services provided. Strengthen-
ing and even transforming health systems may improve
access to ART, a result that fragmented systems supported
by a poorly performing service delivery system can hardly
achieve. The universal access policy will not yield good re-
sults without a strong commitment to provide the HIV
fight with a vision that considers health promotion a de-
velopment issue. The 2011 increase in HIV prevalence is a
clear sign of a failed public health leadership in the coun-
try. However, the unfailing commitment of the head of
state is a sign of hope that prefigures the success of the
HIV and AIDS program.
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